Chylous ascites: Why exercise is bad for you  by Tewari, N. et al.
CN
R
a
A
R
R
A
A
K
C
E
1
t
d
w
t
p
t
m
s
w
(
a
l
‘
p
d
a
t
c
r
t
t
2
hCASE  REPORT  –  OPEN  ACCESS
International Journal of Surgery Case Reports 4 (2013) 118– 120
Contents lists available at SciVerse ScienceDirect
International  Journal  of  Surgery  Case  Reports
j ourna l ho me  pa ge: www.elsev ier .com/ locate / i j scr
hylous  ascites:  Why  exercise  is  bad  for  you
.  Tewari ∗, A.  Bhalla, S.  Iftikhar
oyal Derby Hospitals NHS Foundation Trust, United Kingdom
 r  t  i  c  l  e  i  n  f  o
rticle history:
eceived 23 August 2012
eceived  in revised form 15 October 2012
ccepted 22 October 2012
vailable online 26 October 2012
a  b  s  t  r  a  c  t
INTRODUCTION:  The  development  of chylous  ascites  is usually  associated  with  trauma,  iatrogenic  or
otherwise.  Blunt  abdominal  trauma  producing  hyperextension  or hyperﬂexion  may  cause  disruption  to
lymphatic  vessels  causing  chylous  ascites.
PRESENTATION OF  CASE:  This  report  describes  the  case  of  a 38-year-old  gentleman  who  presented  to
the  emergency  department  with  severe  abdominal  pain  after  completing  a  triathlon.  As  the  patienteywords:
hylous ascites
xercise
was  in severe  pain,  an  abdominal  CT was  performed  which  demonstrated  a  possible  mid  gut volvulus.
Subsequent  laparotomy  noted  a  signiﬁcant  volume  of  intra-abdominal  chyle  with  no other  abnormalities.
DISCUSSION:  This  is  the  ﬁrst report  of  chylous  ascites  occurring  without  associated  abdominal  pathology
after  a period  of  strenuous  exercise.
CONCLUSION: Chylous  ascites  can  occur  as  a  result  of  hyperreﬂexion  and  hyperextension  injuries  sus-
tained  during  strenuous  exercise.
gical © 2012 Sur
. Case report
A  38-year-old gentlemen, who had completed a triathlon within
he last six hours, attended our Emergency Department with sud-
en onset, severe central abdominal pain. The pain was associated
ith reduced appetite, nausea and vomiting. His past medical his-
ory was unremarkable.
Initial  observations noted a persistent tachycardia and a tem-
erature of 37.6 ◦C. Abdominal examination revealed guarding and
enderness across the entire abdomen. He was a very slim gentle-
an with a muscular abdominal wall and had no signs or symptoms
uggestive of abdominal distension. Bowel sounds were absent
hilst digital rectal examination was unremarkable.
Routine blood tests noted a raised white cell count
20.1 × 109 l–1). Subsequently, an urgent contract enhanced
bdominal CT scan was performed (see Fig. 1). The report high-
ighted ‘several oedematous jejunal small bowel loops’ and
generalised peritoneal ﬂuid with no evidence of free intra-
eritoneal air’. It also noted that the superior mesenteric vessels
emonstrated a “spiralling” pattern with an increase in the
ttenuation of the mesentery, suggestive of a midgut volvulus.
It  was decided that this patient required a laparotomy to address
he clinical and radiological ﬁndings. Upon entering the abdominal
avity copious amounts of ‘milky’ ﬂuid was found. Full inspection
evealed an oedematous area within the small bowel mesen-
ery with prominent lymphatic vessels (see Fig. 2). There was  no
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obvious volvulus or defect within this area of mesentery; the volvu-
lus appeared to have spontaneously resolved.
The abdominal cavity was carefully inspected and no other
pathology was  found. The abdomen was washed out with warm
saline and irrigated until the irrigation ﬂuid was clear. A large drain
was placed within the pelvis and the midline wound closed. The
patient made a good recovery, aided by three doses of intravenous
antibiotics. There was  approximately 200 ml of chylous afﬂuent
from the drain on the ﬁrst post-operative day and less than 30 ml
of serous ﬂuid on the second day. The drain was removed on post-
operative day 3 and he was subsequently discharged on day 5.
He was  reviewed in the outpatient department at 2 months post-
operatively and there had been no recurrence of symptoms. He was
advised to avoid strenuous exercise for at least 6 months.
2.  Discussion
Chylous ascites is deﬁned as the extravasation of a creamy
appearing peritoneal ﬂuid rich in triglycerides caused by the pres-
ence of thoracic or intestinal lymph in the abdominal cavity.1 It is
a rare condition, and is believed to be present in 1 in 20 000 to 1 in
187 000 admissions to tertiary hospitals.2
The development of chylous ascites is usually associated with
trauma, iatrogenic or otherwise.3 It can be a result of direct injury
to the lymphatics during surgery and is more commonly seen if
retroperitoneal, oesophageal or gastric surgery is performed, par-
ticularly in oncological resections.2 It can also result from indirect
Open access under CC BY-NC-ND license.injury to lymphatics through radiotherapy.4 External trauma can
lead to chylous ascites through hyperextension and hyperﬂexion
during blunt abdominal trauma which causes rupture of the lym-
phatic vessels.5
 BY-NC-ND license.
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Fig. 1. CT images showing thickened jejunal loops and increased attenuation of small bowel mesentery, suggestive of midgut volvulus.
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5.  Calkins CM,  Moore EE, Huerd S, Patten R. Isolated rupture of the cisterna chyliig. 2. Intraoperative photographs showing whitish discolouration of small bowel m
ymphatics.
Atraumatic chylous ascites is usually associated with an under-
ying condition, which may  be a lymphatic anomaly, malignancy,
iver cirrhosis, mycobacterial infection or pancreatitis.6 Rarer
auses include constrictive pericarditis, collagenosis and small
ntestinal volvulus.2 Although chyloperitoneum associated with
mall intestinal volvulus has been described previously and has
een reported in older adults,7 it is more commonly seen in children
nd is usually a congenital anomaly.5
Diagnosis of atraumatic chylous ascites associated with one of
he underlying medical conditions listed above is usually made by
he observation of increasing abdominal distension. However, in a
ost traumatic or postoperative situation, chyle leak can present as
n acute abdomen.8 In this situation, imaging such as CT scan can
e performed but may  not aid diagnosis.9 Management consists
f draining the intra-abdominal chyle, determining the underlying
etiology and treating.1 Laparoscopy can be used as a diagnostic and
herapeutic tool in the management of chylous ascites, but its use
as thus far been described only in secondary pathologies resulting
rom surgical operations, such as retroperitoneal lymphadenec-
omy and Nissen’s fundoplication.10–12
This unusual case of chyle leak after strenuous exercise
as never before been described. The mechanism of rupture
f the cisterna chyli may  have been related to hyperextension
nd hyperﬂexion occurring during the triathlon. Alternatively,
here may  have been midgut volvulus as suggested by the
T scan but there was no clear evidence of malrotation at
aparotomy.
The priority in managing such cases is conﬁrmation of the diag-
osis. Laparoscopy may  be a useful adjunct to diagnosis and can
llow placement of drains but laparotomy may  be required if the
atient presents with an acute abdomen, as in this case. Whether
y imaging or surgery, the underlying cause of chyle leak should be
dentiﬁed and managed appropriately.ery caused by lymph leakage. Small bowel shown to be oedematous with prominent
Conﬂict of interest
None.
Funding
None.
Ethical  approval
The  patient has given signed consent for his anonymised details
to be used in this case report.
Author  contributions
NT,  AB and SYI were responsible for study design. NT and AB col-
lected and analysed data and wrote the manuscript. SYI approved
the ﬁnal draft of the manuscript.
References
1. Cardenas A, Chopra S. Chylous ascites. American Journal of Gastroenterology
2002;97(8):1896–900.
2.  Steinemann DC, Dindo D, Clavien PA, Nocito A. Atraumatic chylous ascites:
systematic  review on symptoms and causes. Journal of the American College of
Surgeons 2010;212(5):899–905, e1–4.
3.  Maurer CA, Wildi S, Muller MF,  Baer HU, Buchler MW.  Blunt abdominal trauma
causing chyloretroperitoneum. Journal of Trauma 1997;43(4):696–7.
4.  Hurst PA, Edwards JM.  Chylous ascites and obstructive lymphoedema of
the small bowel following abdominal radiotherapy. British Journal of Surgeryafter blunt trauma. Journal of Pediatric Surgery 2000;35(4):638–40.
6. Almakdisi T, Massoud S, Makdisi G. Lymphomas and chylous ascites: review of
the literature. Oncologist 2005;10(8):632–5.
 –  O
1 l of Su
1
1CASE  REPORT
20 N. Tewari et al. / International Journa
7.  Pengelly S, Potiszil K, Feldman M.  Spontaneous midgut volvulus
causing  chylous ascites in an octogenerian. BMJ Case Reports 2012,
http://dx.doi.org/10.1136/bcr-2012-006950.8.  Fang FC, Hsu SD, Chen CW,  Chen TW.  Spontaneous chylous peritonitis mimick-
ing acute appendicitis: a case report and review of literature. World Journal of
Gastroenterology 2006;12(1):154–6.
9. Hibbeln JF, Wehmueller MD,  Wilbur AC. Chylous ascites: CT and ultrasound
appearance.  Abdominal Imaging 1995;20(2):138–40.
1PEN  ACCESS
rgery Case Reports 4 (2013) 118– 120
0. Geary B, Wade B, Wollmann W,  El-Galley R. Laparoscopic repair of chylous
ascites.  Journal of Urology 2004;171(3):1231–2.
1. Bacelar TS, de Albuquerque AC, de Arruda PC, Ferraz AA, Ferraz EM.  Postoperative
chylous  ascites: a rare complication of laparoscopic Nissen fundoplication. JSLS
2003;7(3):269–71.
2.  Molina WR,  Desai MM,  Gill IS. Laparoscopic management of chylous ascites after
donor nephrectomy. Journal of Urology 2003;170(5):1938.
